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hypothesis since Fig 3 in the article shows that the top of the aortic
endoprosthesis is still flush with the top of the visceral endopros-
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The use of parallel grafts (aka, chimney or snorkel grafts) in the
endovascular treatment of aortic pathology remains controversial.
There is still much to learn about the applications and limitations of
this procedure. Therefore, I find this case report interesting for a
number of reasons.
The first reason is that there was an early failure in this case.
Although there are several published reports demonstrating the
feasibility of success with this procedure, there are surprisingly few
reports of failures. Granted, this may be due to publication bias and
the fact that long-term follow-up is lacking. Still, failures represent
an important learning opportunity to improve our methods of
treating disease.
To that end, another interesting facet to this case is the reason
for the early failure. There are obvious concerns about the potential
for occlusion of the branch vessel or compromise of proximal seal
along the gutters of the parallel graft with this technique. It does
not appear that either occurred in this case. Rather the loss of seal
occurred posteriorly, remote from the visceral stents. The authors
have postulated that the endoleak may have occurred secondary to
“limited graft migration.” However, I have concerns with thatheses (although the celiac stent is obscured somewhat by vessel
alcifications). Whether parallel grafts are more prone to migration
s still unknown, but I hope that this case does not get inappropri-
tely classified as a “migration” when referenced in the future.
So why did the initial procedure fail? My hypothesis is that it
as due to another interesting facet to the case; that is, the aortic
athology. The aortic pathology in this case is certainly unusual in
oth location and morphology. The authors describe the lesion as
saccular aneurysm with rupture, but that is not evident to me in
ither Fig 1, A or B. Conversely, the saccular aneurysm is clearly
pparent 2 weeks later in Fig 3, and its extent seems to correspond
o the initial (intramural?) hematoma seen in Fig 1, B. Perhaps,
hen, the authors have chronicled the early evolution of a penetrat-
ng ulcer (that was incompletely excluded by the original proce-
ure). If so, then the learning point is that additional coverage may
e necessary in these cases than is apparent on the intraoperative
ngiograms.
The final interesting facet of this very challenging case is the
reatment of the early failure. The authors have demonstrated that
ndovascular salvage may be feasible in cases of failure after parallel
ndografting. Hopefully, these instances will remain infrequent.
